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CHAPTER 2 


Interpersonal Learning 


I nterpersonal learning, as I define it, is a broad and complex therapeutic 
factor. It is the group therapy analogue of important therapeutic factors in 
individual therapy, such as insight, working through the transference, and 
the corrective emotional experience. But it also represents processes unique to 
the group setting. To define the concept of interpersonal learning and to 
describe the mechanism whereby it mediates therapeutic change in the indi¬ 
vidual, I first need to discuss three other concepts: 

1. The importance of interpersonal relationships 

2. The corrective emotional experience 

3. The group as social microcosm. 


THE IMPORTANCE OF INTERPERSONAL 
RELATIONSHIPS 

From whatever perspective we study human society—whether we scan 
humanity’s broad evolutionary history or scrutinize the development of the 
single individual—we are at ail times obliged to consider the human being in 
the matrix of his or her Interpersonal relationships. There Is convincing data 
from the study of primitive human cultures and nonhuman primates that 
humans have always lived In groups that have been characterized by intense 
[and persistent relationships among members. Interpersonal behavior has 
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clearly been adaptive in an evolutionary sense: without deep, positive, recipro¬ 
cal interpersonal bonds, neither individual nor species survival would have 

bC< john Bowlby, from his studies of the early mother-child relationship, con¬ 
cludes not only that attachment behavior is necessary for survival but that it Is 
core, Intrinsic, genetically built In ‘ If mother and infant separated both 
experience marked anxiety concomitant with their search for the lost objecUf 
the separation is prolonged, the consequences for the Infant Will be profound. 
Goldschmidt, on the basis of an exhaustive review of the ethnographic evi¬ 
dence, stated: 

Man IS bv nature committed to social existence, and is therefore inevitably 
involved In the dilemma between serving his own Interests and recogniz¬ 
ing those of the group to which he belongs. Insofar as this dilemma can be 
resolved it is resolved by the fact mat man’s self-interest can best be 
served through his commitment to his fellows.... Need for positive affect 
means that each person craves response from his human environment. U 
mav be viewed as a hunger, not unlike thai for food, but more generalized. 
Under varying conditions it may be expressed as a desire for contact, for 
recognition and acceptance, for apptoval. for esteem, or for mastery.... 

As we examine human behavior, we find that persons not only universally 
live in social systems, which is to say they are drawn together, but also 
universally act in such ways as to attain the approval of their fellow men. 

Similarly, a century ago the great American psychologist-philosopher, 
William James, said: 

We are not only gregarious animals liking to be in sight of our fellows, but 
we have an innate propensity to get ourselves noticed, and noticed favor¬ 
ably by our kind. No more fiendish punishment could be devised, were 
such a tiring physically possible, than that one should be turned loose In 
society and remain absolutely unnoticed by all the members tnereof. 

Indeed, James's speculations have been substantiated time and again by con¬ 
temporary research that documents the pain and the adverse consequences of 
loneliness. There is, for example, persuasive evidence that the rate for virtually 
every major cause of death is significantly higher for the lonelv, the single, the 
divorced, and the widowed. 1 

All modern American schools of dynamic psychotherapy are interpersonal^ 
based and draw heavily, though. Implicitly, from the American neo-Freudian 
theorists Karen Homey, Erich Fromm, and. especially and most systematically, 
Harry Stack Sullivan and his interpersonal theory of psychiatry. 
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Despite Sullivan’s seminal importance, contemporaty generations of thera¬ 
pists rarely read him. For one thing, his language is often obscure (though 
there are excellent renderings of his woik into plain English);* for another, his 
work has so pervaded contemporary psychotherapeutic thought lhat his origi¬ 
nal writings seem overly familiar or obvious- However, in the recent merging of 
cognitive and Interpersonal approaches in psychotherapy, there has been a 
resurgence of interest in his writings. 7 

Sullivan’s formulations are exceedingly helpful for undemanding the group 
therapeutic process. Although a comprehensive discussion of his interpersonal 
theory is beyond the scope of this book. 1 will describe a few key concepts 
here. Sullivan contends that the personality is almost entirely the product of 
interaction with other significant human beings. The need to be closely related 
to others is as basic as any biological need and is, In the Ugh: of the prolonged 
period of helpless infancy, equally necessary to survival. The developing child 
in the quest for security, tends to cultivate and to stress those traits and aspects of 
the self that meet with approval, and will squelch or deny those that meet with 
d/sapprovaf. Eventually the individual develops a concept of the self (self- 
dynamism) based on these perceived appraisals of significant others. 

The self may be said to be made up of reflected appraisals. If these were 
chiefly derogatory, as in the case of an unwanted child who was never 
loved, of a child who has fallen Into the hands of foster parents who have 
no real interest in him as a child; as 1 say, if the self-dynamism Is made up 
of experience which is chiefly derogatory, it will facilitate hostile, disparag¬ 
ing appraisals of ocher people and it will entertain disparaging and hostile 
appraisals of itself.* 

This process of constructing our self-regard on the basis of reflected 
appraisals that we read in the ideas of important others continues, of course, 
through the developmental cycle. In their study of adolescents, Grunebaum 
and Solomon have stressed that satisfying peer relationships and self-esteem 
are inseparable concepts, 9 

Sullivan used the term parataxic distortions to describe Individuals’ procliv¬ 
ity to distort their perceptions of others. A parataxic distortion occurs in an 
interpersonal situation when one person relates to another not on the basis of the 
realistic attributes of the other but on the basts of a personification existing 
chiefly tn the /boner's own fantasy. Though parataxic distortion is similar to the 
concept of transference, it differs in two important ways. First, the scope is 
broader: it refers not only to an Individual’s distorted view of the therapist but 
to all Interpersonal relationships (including, of course, distorted relationships 
among group members). Second, the theory of origin is broader: parataxic dis¬ 
tortion is constituted not only of the simple transferring onto contemporary 
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relationships of attitudes toward real-life figures of the past but also of the dis¬ 
tortion of interpersonal reality in response to intrapersonal needs. I will gener¬ 
ally use the two terms interchangeably: despite the imputed difference in ori¬ 
gins. transference and parataxlc distortion may be considered operationally 
identical. Furthermore, many therapists today use the term transference to refer 
to all interpersonal distortions rather than confining its use to the patient- 
therapist relationship (see chapter 7). 

Interpersonal (that is. parataxlc) distortions tend to be self-perpetuating. 
For example, an individual with a derogatory, debased self-image may, 
through selective inattention or projection, incorrectly perceive another to be a 
harsh, rejecting figure. Moreover, the process compounds Itself because that 
individual may then gradually develop mannerisms and behavioral traits for 
example, servility, defensive antagonism, or condescension—that eventually 
will cause others to become, in reality, harsh and rejecting. This sequence of 
circular causality, 10 commonly referred to as the self-fulfilling prophecy, is 
Important and often plays a significant roie in group therapy. 

Parataxic distortions, in Sullivan’s view, are modifiable primarily through 
consensual validation —that is, through comparing one's Interpersonal evalua¬ 
tions with those of others. Consensual validation Is also an important concept 
in group therapy. Not infrequently a group member alters distortions after 
sampling the other members’ views of some important incident. 

This brings us to Sullivan’s view of the therapeutic process. He suggests 
that the proper focus of research in mental health is the study of processes that 
involve or go on between people." Mental disorder, or psychiatric symptoma¬ 
tology in all its varied manifestations, should be translated Into interpersonal 
terms and treated accordingly. "Mental disorder" refers to interpersonal 
processes that are either inadequate to the social situation or excessively com¬ 
plex because of the introduction of illusory persons into the situations. 12 
Accordingly, psychiatric treatment should be directed toward the correction of 
interpersonal distortions, thus enabling the individual to lead a more abundant 
life, to participate collaboratively with others, to obtain interpersonal satisfac¬ 
tions in the context of realistic, mutually satisfying Interpersonal relationships: 
"One achieves mental health to the extent that one becomes aware of one's 
interpersonal relationships.*' 13 Psychiatric cure is the "expanding of the self to 
such final effect that the patient as known to himself Is much the same person 
as the patient behaving to others." 14 

These ideas—that therapy is broadly interpersonal, both in its goals and in 
its means—are exceedingly germane to group therapy. That does not mean 
that all, or even most, patients entering group therapy ask explicitly for help In 
their Interpersonal relationships. Yet I have observed that the therapeutic 
goals of patients, somewhere between the third and the sixth months of group 
therapy, often undergo a shift. Their initial goal, relief of suffering. Is modified 
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and eventually replaced by new goals, usually inieipersonal In nature. Goals 
may change from wanting relief from anxiety or depression to wanting to leam 
to communicate with others, to be more trusting and honest with others, to 
learn to love. 

The goal shift from relief of suffering to change in interpersonal functioning 
Is an essential early step in the dynamic therapeutic process. It Is important in 
the thinking of the therapist as well. Therapists cannot, for example, treat 
depression per se: depression offers no effective therapeutic handhold, no 
rationale for examining Interpersonal relationships, which, as I hope to 
demonstrate, is the key to the therapeutic power of the therapy group. It is 
necessary, first, to translate depression into interpersonal terms and then to 
treat the underlying Interpersonal pathology. Thus, the therapist translates 
depression into its interpersonal issues—for example, passive dependency, 
isolation, obsequiousness, inability to express anger, hypersensitivity to sepa¬ 
ration—and then addresses those interpersonal Issues in therapy. 

Sullivan’s statement of the overall process and goals of therapy is deeply 
consistent with those of interactional group therapy. However, the emphasis 
on the patient’s understanding of the past, of the genetic development of those 
maladaptive interpersonal stances, may be less crucial in group therapy than 
in the individual setting where Sullivan worked (see chapter 6). 

The theory of interpersonal relationships has become so much an integral 
part of the fabric of psychiatric thought that it needs no further underscoring. 
People need people—for initial and continued survival, for socialization, for 
the pursuit of satisfaction. No one—not the dying, not the outcast, not the 
mighty—transcends the need for human contact. 

During my many years of leading groups of patients who all had some 
advanced form of cancer, 15 I was repeatedly struck by the realization that, in 
the face of death, we dread not so much nonbeing or nothingness but the 
accompanying utter loneliness. Dying patients may often be haunted by inter¬ 
personal concerns—at being abandoned, for example, even shunned, by the 
world of the living. One patient, for example, had planned to give a large 
evening social function and learned that very morning that her cancer, hereto¬ 
fore believed contained, had metastasized. She kept the information secret 
and gave the party, all the while dwelling on the horrible thought that the pain 
from her disease would get so unbearable that she would become less human 
and. finally, unacceptable to others. Another patient with severe heart disease 
who had had a pacemaker and a ventricular defibrillator inserted felt severe 
anxiety. His greatest terror was social in nature: he worried about going into 
ventricular tachycardia in public and needing a cardiac jolt, which would 
humiliate him In front of his friends and associates. He lost sight of the anxiety 
of the real threat—that his heart might not be revived and that death could 
come capriciously, at any moment. 
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I agree with Elisabeth Kilbler-Ross that the question is not whether but how 
to tell a patient openly and honestly about a fatal Illness. The patient ts always 
informed covertly that he or she is dying by the demeanor, by the shrinking 
away, of the living. 16 

The isolation of the dying Is often double-edged. Patients themselves often 
avoid those they most cherish, fearing that they will drag their family and 
friends into the quagmire of their despair. Thus they avoid moibid talk, 
develop an airy, cheery facade, and keep their fears to themselves. Their 
friends and family contribute to the Isolation by pulling back, by not knowing 
how to speak to the dying, by not wanting to upset them or themselves. 

Physicians often add to the isolation by keeping patients with advanced 
cancer at a considerable psychological distance—perhaps to avoid their sense 
of failure and futility, perhaps also to avoid dread of their own death. They 
make the mistake of concluding that, after all, there Is nothing more they can 
do. Yet from the patient's standpoint, this is the very time when the physician 
is needed the most, not for technical aid but for sheer human presence. What 
the patient needs is to make contact, to be able to touch others, to voice con¬ 
cerns openly, to be reminded that he or she is not only apart from but also a 
part of. 

The outcasts—those individuals thought to be so inured to rejection that 
their interpersonal needs have become heavily calloused—have compelling 
social needs, too. t once had an experience in a prison that provided me with a 
forceful reminder of the ubiquitous nature of this human need. An untrained 
psychiatric technician consulted me about his therapy group, composed of 
twelve inmates. The members of the group were all hardened recidivists, whose 
offenses ranged from aggressive sexual violation of a minor to murder. The 
group, he complained, was sluggish and persisted in focusing on extraneous, 
extragroup material. 1 agreed to observe his group and suggested that first he 
obtain some sociometric information by asking each member privately to rank- 
order everyone in the group for general popularity. (I had hoped that the discus¬ 
sion of this task would induce the group to turn Its attention upon itself.) 
Although we had planned to discuss these results before the new group session, 
unexpected circumstances forced us to cancel our presession consultation. 

During the next group meeting, the therapist, enthusiastic but profession¬ 
ally inexperienced and insensitive to Interpersonal needs, announced that he 
had decided simply to read aloud the results of the popularity poll. Hearing 
this, the group members grew agitated and fearful. They made it clear that they 
did not wish to know the results. Several members spoke so vehemently of the 
devastating possibility that they might appear at the bottom of the list that the 
therapist quickly and permanently abandoned his plan of reading the list 
aloud. 

1 suggested an alternative plan for the next meeting: each member would 
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In summary, then. I have reviewed some aspects of personality develop¬ 
ment, mature functioning, psychopathology, and psychiatric treatment from 
the point of view of interpersonal theory. Many of the Issues that I have raised 
have a vital bearing on the therapeutic process in group therapy: the concept 
that mental illness emanates from disturbed interpersonal relationships, the 
role of consensual validation in the modification of interpersonal distortions, 
the definition of the therapeutic process as an adaptive modification of inter¬ 
personal relationships, and the enduring nature and potency of the human 
being's social needs. Let us now turn to the corrective emotional experience, 
the second of the three concepts necessary to understand the therapeutic fac¬ 
tor of Interpersonal learning. 


THE CORRECTIVE EMOTIONAL EXPERIENCE 

In 1946, Franz Alexander, when describing the mechanism of psychoanalytic 
cure, introduced the concept of the “corrective emotional experience.’’ The 
basic principle of treatment, he stated, “is to expose the patient, under more 
favorable circumstances, to emotional situations that he could not handle in 
the past The patient, in order to be helped, must undergo a corrective emo¬ 
tional experience suitable to repair the traumatic influence of previous experi¬ 
ence.” 17 Alexander insisted that Intellectual insight alone is insufficient; there 
must be an emotional component and systematic reality testing as well. 
Patients, while affectively interacting with their therapist in a distorted fash¬ 
ion because of transference, gradually must become aware of the fact that 
“these reactions are not appropriate to the analyst's reactions, not only 
because he (the analyst) Is objective, but also because he Is what he is, a per¬ 
son in his own right. They are not suited to the situation between patient and 
therapist, and they are equally unsuited to the patient's current interpersonal 
relationships In his daily life.” 18 In general, this is the widely accepted posi¬ 
tion in contemporary psychotherapy. Even among psychoanalysts—who his¬ 
torically tend to rely most heavily on the mutative power of pure interpreta¬ 
tion—there are few, since Greenson in the 1960s, who deny that the human, 
personal qualities of the therapists are as important as the content of the 
insight they provide. 19 

These basic principles—the importance of the emotional experience in ther¬ 
apy and the patient's discovery, through reality testing, of the inappropriate¬ 
ness of his or her interpersonal reactions—are as crucial in group therapy as in 
individual therapy, possibly more so because the group setting offers far more 
opportunities for the generation of corrective emotional experiences. In the 
individual setting, the corrective emotional experience, valuable as It is, may 
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be hard to come by because of the insularity and unreality of the patient- 
therapist relationship. (I believe Alexander was aware of that, because at one 
point he suggested that the analyst may have to be an actor, may have to play 
a role in order to create the desired emotional atmosphere.)^ 

No such simulation is necessary in the therapy group, which contains 
many built-in tensions—tensions whose roots reach deeply into primeval lay¬ 
ers: sibling rivalry, competition for leaders’/parents’ attention, the struggle for 
dominance and status, sexual tensions, parataxic distortions, and differences 
in social class, education, and values among the members. But the evocation 
and expression of raw affect is not sufficient: it has to be transformed into a 
corrective emotional experience. For that to occur two conditions are required: 
0) the members must experience the group as sufficiently safe and supportive 
so that these tensions may be openly expressed; (2) there must be sufficient 
engagement and honest feedback to permit effective reality testing. 

Over many years of clinical work, I have made it a practice to Interview 
patients after they have completed group therapy. I always Inquire about some 
cntical Incident, a turning point or the most helpful single event In therapy. 
Although “critical incident" is not synonymous with therapeutic factor clearly 
the two are not unrelated and much may be learned from an examination of 
single important events. My patients almost Invariably select an Incident that 
is highly laden emotionally and involves some other group member, rarely the 
therapist. 

The most common type of incident my patients report (as did patients 
described by Frank and Ascher) 11 involves a sudden expression of strong dis¬ 
like or anger toward another member. In each instance, communication was 
maintained, the storm was weathered, and the patient experienced a sense of 
liberation from inner restraints as well as an enhanced ability to explore more 
deeply his or her interpersonal relationships. 

The important characteristics of such critical incidents were: 

1 • The patient expressed strong negative affect. 

"■ ^ ls expression was a unique or novel experience for the patient. 

3- The patient had always dreaded the expression of anger. Yet no catastro¬ 
phe ensued: no one left or died; the roof did not collapse. 

4. Reality testing ensued. The patient realized either that the anger 
expressed was inappropriate in intensity or direction, or that prior avoid¬ 
ance of affect expression had been irrational. He or she may or may not 
have gained some insight, that is, learned the reasons accounting either 
for the inappropriate affect or for his or her prior avoidance of affect 
experience or expression. 

5. The patient was enabled to interact more freely and to explore Interper- 
sons! relationships more deeply. 
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The second most common type of critical incident 
also involved strong affect-but. in these instances, positive affect, foxexam 
pie a schizoid patient ran after and comforted a distressed pat en w o 
bolted out of the room; later he spoke of how profoundly he was affected by 
learning that he could care for and help someone else. Others similarly spoke 
^discovering their aliveness or of feeling in touch with themselves. These 
incidents had in common the following characteristics: 

1 The patient expressed strong positive affect-an unusual occurrence. 

2. The feared catastrophe did not occur-derision, rejection, engulfment. 
the destruction of others. 

3 . The patient discovered a previously unknown part of the self and thu 
was enabled to relate to others in a new fashion. 

The thiid most common category of critical incident is similar »the seconi 
Patients recalled an incident, usually involving selMisclosure, that plunged 
them into greater involvement with the gmup. For example, a prexously wldr- 
Lm. redeem patient who had missed a couple of meednj <■»*«*«>*' 
group how desperately he wanted to heat the group memtem say thatthey 
had missed him dudng his absence. Others, too, In one fashion o, another 

°Cs—iTe" emotional experience In group therapy has 
several components: 

1. A strong expression of emotion, which is Interpersonal^ directed and is a 
risk taken by the patient. 

2 A group supportive enough to permit this risk taking. 

3 '. Reality 5 testing, which allows the patient to examine the Incident with the 
aid of consensual validation from the other members. 

4. A recognition of the inappropdareness of certain inteipereonal feehr^ 
and behavior or of the inappropriateness of certain avoided interpersonal 

5 . S ultimate facilitation of the individual's ability to interact with others 
more deeply and honestly. 

Therapy is an emotional and a corrective experience. This dual nature of 
the therapeutic process is of elemental significance, and 1 will return to it again 
and S in Js text. We must experience something strongly; but we must 
also, through our faculty of reason, understand the implications of that emo- 

''Thilformulaiion has direct relevance to the concept of the here-and-now, a 
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key concept of group therapy that I will discuss in depth in chapter 6. Here l 
will state only this basic premise: to the degree that the therapy group focuses 
on the here-and-now, tt increases tn power and effectiveness. 

But if the here-and-now focus (that is, a focus on what is happening in this 
room in the immediate present) is to be therapeutic, it must have two compo¬ 
nents: the group members must experience one another with as much spon¬ 
taneity and honesty as possible, and they must also reflect back upon that 
experience. This reflecting back, this self-reflective loop, Is crucial if an emo¬ 
tional experience is to be transformed into a therapeutic one. As we shall see 
in chapter 5, when we discuss the therapist’s tasks, most groups have little dif¬ 
ficulty in entering the emotional stream of the here-and-now; it is the thera¬ 
pist’s job to keep directing the group toward the self-reflective aspect of that 
process. 

The mistaken assumption that a strong emotional experience is In itself a 
sufficient force for change is seductive, as well as venerable. Modern psy¬ 
chotherapy was conceived in that very error: the first description of dynamic 
psychotherapy (Freud and Breuer’s 1895 book on hysteria) 22 described a 
method of cathartic treatment based on the conviction that hysteria is caused 
by a traumatic event to which the individual has never fully responded emo¬ 
tionally. Since illness was supposed to be caused by strangulated affect, treat¬ 
ment thus consisted of giving a voice to the stillborn emotion. It was not long 
before Freud recognized their error: emotional expression, though necessary, is 
not a sufficient condition for change. Freud’s discarded Ideas, tossed carelessly 
away, have refused to die and have been the seed for a continuous fringe of 
therapeutic ideologies. The Viennese fln-de-sticle cathartic treatment still lives 
today In the approaches of primal scream, bioenergetics, and the many group 
leaders who place an exaggerated emphasis on emotional catharsis. 

My colleagues and 1 conducted an intensive investigation of the process 
and outcome of many of the encounter techniques popular in the 1970s (see 
chapter 16 for a description'of this research), and our findings provide much 
support for the dual emotional-intellectual components of the psychothera¬ 
peutic process, 23 

We explored, in a number of ways, the relationship between each member's 
experience in the group and his or her outcome. For example, we asked the 
members to reflect, retrospectively, on those aspects of the group experience 
that they deemed most pertinent to their change. We also asked them during 
the course of the group (at the end of each meeting) to describe which event 
that meeting had had the most personal significance. When we correlated the 
type of event with outcome, we obtained surprising results that disconflrmed 
many of the current stereotypes about the prime ingredients of the successful 
encounter group experience. Although emotional experiences (expression and 
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ferent, or the arrogant-vindictive person struggling to prove him- or herself 
right by proving others wrong. 26 

The important point is that, regardless of the type of conceptual spectacles 
worn by the therapist-observer, each member’s Interpersonal style will eventu¬ 
ally appear In his or her transactions in the group. Some styles result in inter¬ 
personal friction that will be manifest early in the course of the group. Individ¬ 
uals who are, for example, angry, vindictive, harshly Judgmental, self-effacing, 
or grandly coquettish will generate considerable interpersonal static even in 
the first few meetings. Their maladaptive social patterns will come under the 
group’s scrutiny far earlier than will those of individuals who may be equally 
or more severely troubled but who, for example, subtly exploit others or 
achieve intimacy to a point but then, becoming frightened, disengage them¬ 
selves, 

The Initial business of a group usually consists of dealing with the members 
whose pathology is most interpersonally blatant. Some interpersonal styles 
become crystal-clear from a single transaction; others, from a single group 
meeting; others require months of observation to understand. The develop¬ 
ment of the ability to Identify and put to therapeutic advantage maladaptive 
Interpersonal behavior as seen In the social microcosm of the small group is 
one of the chief tasks of a training program for group psychotherapists. Some 
clinical examples may make these principles more graphic.’ 

The Grand Dame 

Valerie, a twenty-seven-year-old musician, sought therapy with me primarily 
because of severe marital discord of several years’ standing. She had had con¬ 
siderable. unrewarding individual and hypnotic uncovering therapy. Her hus¬ 
band, she reported, was an alcoholic who was reluctant to engage her socially, 
intellectually, or sexually. Now the group could have, as some groups do. Inves¬ 
tigated her marriage interminably. The members might have taken a complete 
history of the courtship, of the evolution of the discord, of her husband's 
pathology, of her reasons for marrying him, of her role in the conflict; they 
might have given advice for new behavior or for a trial or permanent separation. 

But all this historical, problem-solving activity would have been in vain: 
this entire tine of inquiry not only disregards the unique potential of therapy 
groups but Is also based on the highly questionable premise that a patient’s 
account of a marriage is even reasonably accurate. Groups that (unction in 
this manner fail to help the protagonist and also suffer demoralization because 


•In order to ensure each patient’s right to privacy, I have altered certain facts, such as 
name, occupation, and age. In addition, the Interaction described in the text Is not verbatim 
but has been reconstructed from detailed clinical notes taken after each therapy meeting. 
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of the ineffectiveness of a problem-solving, historical group therapy approach. 
Let us instead observe Valerie’s behavior as it unfolds in the here-and-now of 
the group. 

Valerie’s group behavior was flamboyant. First, there was her grand 
entrance, always five or ten minutes late. Bedecked in fashionable but flashy 
garb, she would sweep in, sometimes throwing kisses, and immediately begin 
talking, oblivious to whether some other member was In the midst of a sen¬ 
tence. Here was narcissism in the raw! Her world view was so solipsistic that it 
did not take in the possibility that life could have been going on in the group 
before her arrival. 

After very few meetings, Valerie began to give gifts: to an obese female 
member, a copy of a new diet book; to a woman with strabismus, the name of 
a good ophthalmologist; to an effeminate gay patient, a subscription to Field 
and Stream magazine (to masculinize him); to a twenty-four-year-old virginal 
male, an introduction to a promiscuous divorced friend of hers. Gradually it 
became apparent that the gifts were not duty-free. For example, she pried into 
tire relationship between the young man and her divorced friend and insisted 
on serving as a go-between, thus exerting considerable control over both indi¬ 
viduals. 

Her efforts to dominate soon colored all of her interactions in the group. I 
hecame a challenge to her, and she made various efforts to control me. By 
sheer chance, a few months previously i had seen her sister in consultation 
and referred her to a competent therapist, a clinical psychologist. In the group 
Valerie congratulated me for the brilliant tactic of sending her sister to a psy¬ 
chologist; I must have divined her deep-seated aversion :o psychiatrists. Simi¬ 
larly, on another occasion, she responded to a comment from me, 'How per¬ 
ceptive you were to have noticed my hands trembling." 

The trap was set! In fact, I had neither ‘'divined” her sister’s alleged aver¬ 
sion to psychiatrists (I had simply referred her to the best therapist I knew), 
nor noted Valerie’s trembling hands. If I silently accepted her undeserved trib¬ 
ute, then I would enter into a dishonest collusion with Valerie; If, on the other 
hand, I admitted my insensitivity either to the trembling of the hands or to the 
sister’s aversion, then in a sense I would also be bested. She would control me 
either way! In such situations, the therapist has only one real option: to 
change the frame and to comment upon the process—the nature and the 
meaning of the entrapment. U will have a great deal more to say about rele¬ 
vant therapist technique in chapter 6.1 

Valerie vied with me in many other ways. Intuitive and intellectually gifted, 
she became the group expert on dream and fantasy interpretation. On one 
occasion she saw me between group sessions to ask whether she could use my 
name to take a book out of the medical library. On one level the request was 
reasonable: the book (on music therapy) was related to her profession; further 
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, ™ n that had had the potential of being very helpful to her. 

The Man Who liked Robin Hood 
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the female members; and (the final straw) he invited my co-therapist, a female 
psychiatric resident, fora skiing weekend. 

Furthermore, he refused to examine his behavior or to discuss these extra¬ 
group meetings in the group, even though the pregroup preparation (see chap¬ 
ter 12) had emphasized to all the members thar such unexamlned, undis¬ 
cussed extragroup meetings generally sabotage therapy. 

After one meeting when we pressured him unbearably to examine the 
meaning of the extragroup Invitations, especially the skiing invitation to my 
co-therapist, he left the session confused and shaken. On his way home. Ron 
unaccountably began to think of Robin Hood, his favorite childhood story but 
something he had not thought about for decades. 

Following an impulse, he drove directly ro the children’s section of the near¬ 
est public library to sit in a small child’s chair and read the story one more 
time. In a flash, rhe meaning of his behavior was illuminated! Why had the 
Robin Hood legend always fascinated and delighted him? Because Robin 
Hood rescued people, especially women, from tyrants! 

That motif had played a powerful role in his interior life beginning with the 
Oedipal struggles in his own family. Later, in early adulthood, he built up a 
successful law firm by first assisting in a partnership and then enticing his 
boss's employees to work for him. He had often been most attracted to women 
who were attached to some powerful man. Even his motives for marrying were 
blurred; he could not distinguish between love for his wife and desire to rescue 
her from a tyrannical father. 

The first stage of interpersonal learning is pathology display. Ron's charac¬ 
teristic modes of relating to both men and women unfolded vividly in the 
microcosm of the group. His major interpersonal motif was to struggle with 
and to vanquish other men. He competed openly and, because of his Intelli¬ 
gence and his great verbal skills, soon procured the dominant role in the 
group. He then began to mobilize the other members In the final conspiracy: 
the unseating of the therapist. Hc formed close alliances through extragroup 
meetings and through placing other members in his debt by offering favors. 
Next he endeavored to capture “my women”—first the most attractive female 
member and then my co-therapist. 

Not only was Ron's interpersonal pathology displayed in the group, but so 
also were its adverse, self-defeating consequences. His struggles with men 
resulted in the undermining of the very reason he had come to therapy, to 
obtain help. In fact, the competitive struggle was so powerful that any help I 
extended him was experienced not as help but as defeat, a sign of weakness. 

Furthermore, ihc microcosm of the group revealed the consequences of his 
actions on the texture of his relationship with his peers. In time the other 
members became aware that Ron did not really relate to them. He only 
appeared to relate but, in actuality, was using them as a way of relating ro me, 
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the powerful and feared male in the group. The others soon felt used, felt the 
absence of a genuine desire in Ron to know them, and gradually began to dis¬ 
tance themselves from him. Only after Ron was able to understand and to alter 
his intense and distorted ways of relating to me was he able to turn to and 
relate in good faith to the other members of the group. 

"Those Damn Men” 

Linda, forty-six years old and thrice divorced, entered the group because of 
anxiety and severe functional gastrointestinal distress. Her major Interpersonal 
issue was her tormented, self-destructive relationship with her current 
boyfriend. In fact, throughout her life she had encountered a long series of 
men (father, brothers, bosses, loveis, and husbands) who had abused her both 
physically and psychologically. Her accounts of the abuse that she had suf¬ 
fered. and suffered still, at the hands of men were harrowing. 

The group could do little to help her, aside from applying balm to her 
wounds and listening empathically to her accounts of continuing mistreatment 
by her current boss and boyfriend. Then one day an unusual Incident 
occurred, which graphically illuminated her dynamics. 

She called me one morning in great distress. She had had an extremely 
unsettling altercation with her boyfriend and felt panicky and suicidal. She felt 
she could not possibly wait for the next group meeting, still four days off, and 
pleaded for an immediate individual session. Although it was greatly inconve¬ 
nient, I rearranged my appointments that afternoon and scheduled rime to 
meet her. Approximately thirty minutes before our meeting, she called and left 
word with my secretary that she would not be coming In after all. 

When, in the next group meeting, 1 inquired what had happened, Linda 
stated that she had decided to cancel the emergency session because she was 
feeling slightly better by the afternoon, and that she knew l had a rule that I 
would see a patient only one time in an emergency during the whole course of 
group therapy. She therefore thought it might be best to save that time until 
some future point when she might be even more in crisis. 

I found her response bewildering. 1 had never made such a rule; l never 
refuse to see someone in real crisis. Nor did any of the other members of the 
group recall my having issued such a dictum. But Linda stuck to her guns: she 
insisted that she had heard me say it, and was dissuaded neither by my denial 
nor by the unanimous consensus of the other group members. The discussion 
became circular, defensive, and acrimonious. 

This incident, unfolding in the social microcosm of the group, was highly 
informative and allowed us to obtain an important perspective on Linda's 
responsibility for some of her problematic relationships with men. Up until 
that point, the group had had to rely entirely on her portrayal of these relation- 
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WCre COnvi " dn 8' a " d group had come to accept 
her vision of herself as victim of "all those damn men out there.” An examina- 
lon of the here-and-now incident indicated that Linda had distorted her per¬ 
ceptions of at least one important man in her life: her therapist. Moreover, and 
this is extremely .mportam, she had distorted the incident In a highly pre¬ 
dictable fashion: she experienced me as far more uncaring, insensi^ and 
authoritarian than I really was. 

d L ata ' And tt was ex,rcme ly convincing data^iata that was 
displayed before the eyes of all the members. For the first time, the group 
began to wonder about the accuracy of Linda s accounts of her relationships 
with men. Undoubtedly, she accurately portrayed her feelings, but it became 
apparent that there were perceptual distortions at work: because of her expec¬ 
tations of men and her highly conflicted relationships with them, she mlsper- 
ceived their actions toward her. ^ 

But there was more yet to be learned from the social microcosm. An impor¬ 
tant piece of data was the tone of the discussion: the defensiveness, the Irrlta- 

r Th In t,me 110 °' bCCame irri,atcd by the thankless inconvenience 

had sulfered by changing my schedule to meet with Unda. I was further irri- 
ated by her insistence that I had proclaimed a certain insensitive rule when 1 

ZiT'Z ° knCW 1 h3d n0t 1 fel1 into a reverie >" which 1 asked 

myself. What would it be like to live with Linda all the time Instead of an 

^ r . anda 3 week? " lf thcre were man y such incidents, I could imagine 
myself often becoming angry, exasperated, and uncaring toward her This is 
a particularly clear example of the concept of the self-fulfilling prophecy 
described on page 20. Linda predicted that men would behave toward her in 
topTss' 11 Way an<1 tHen ' unconsciousIy ’ operated so as to bring this prediction 


Men Who Could Not Feel 

thirtY ; year ' old unmarried scientist, sought therapy for a single, 
sharply delineated problem.- he wanted to be able to feel sexually stimulated 
by a woman. Intrigued by this conundrum, the group searched for an answer 
They investigated his early life, sexual habits, and fantasies. Finally, baffled 
they turned to other Issues in the group. As the sessions continued, Allen 
seemed impassive and Insensitive to his own and others’ pain. On one occa¬ 
sion, for example, an unmarried member In great distress announced in sobs 
that she was pregnant and was planning to have an abortion. During her 
account she also mentioned that she had had a bad PCP trip. Allen, seemingly 
unmoved by her tears, persisted in questioning her intellectually about the 
Whe " ,he *"* *" 
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So many similar incidents occurred that the group came to expect no emo¬ 
tion from him. When directly queried about his feelings, he responded as if he 
had been addressed in Sanskrit o: Aramaic. After some months the group for¬ 
mulated an answer to his oft-repeated question, “Why can’t I have sexual feel¬ 
ings toward a woman?” They asked him to consider instead why he couldn’t 
have any feelings toward anybody. 

Changes in his behavior occurred very gradually. He learned to spot and 
identify feelings by pursuing telltale autonomic signs: facial flushing, gastric 
tightness, sweating palms. On one occasion a volatile woman in the group 
threatened to leave the group because she was exasperated trying to relate to 
“a psychologically deaf and dumb goddamned robot." Allen again remained 
impassive, responding only, "I’m not going to get down to your level.” 

However, the next week when he was asked about the feelings he had taken 
home from the group, he said that after the meeting he had gone home and 
cried like a baby. (When he left the group a year later and looked back at the 
course of his therapy, he identified this Incident as a critical turning point.) 
Over the ensuing months he was more able to feel and to express his feelings 
to the other members. His role within the group changed from that of tolerated 
mascot to that of accepted compeer, and his self-esteem rose in accordance 
with his awareness of the members’ Increased respect for him. 

In another group Ed, a forty-seven-year-old engineer, sought therapy because 
of loneliness and his inability to find a suitable mate. Ed's pattern of social 
relationships was barren: he had never had close male friends and had only 
sexualized, unsatisfying, short-lived relationships with women who ultimately 
and invariably rejected him. His good social skills and lively sense of humor 
resulted in his being highly valued by other members In the early stages of the 
group. 

As time went on and members deepened their relationships with one 
another, however, Ed was left behind: soon his experience in the group resem¬ 
bled closely his social life outside the group. The most obvious aspect of his 
behavior was his limited and offensive approach to women. His gaze was 
directed primarily toward their breasts or crotch; his attention was voyeuristi- 
caily directed toward their sexual lives; his comments to them were typically 
simplistic and sexual in nature. Ed considered the men in the group unwelcome 
competitors: for months he did not initiate a single transaction with a man. 

With so little appreciation for attachments, he, for the most part, considered 
people Interchangeable. For example, when a member described her obsessive 
fantasy that her boyfriend, who was often late, would be killed in an automo¬ 
bile accident, Ed's response was to assure her that she was young, charming, 
and attractive and would have little trouble finding another man of at least 
equal quality. To take another example, Ed was always puzzled when other 
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members appeared troubled by the temporary absence of one of the co- 
erapists or. later, by the impending permanent departure of a therapist. 
Doubtless, he suggested, there was, even among the students, a therapist of 
equal competence. (In fact, he had seen in the hall a bosomy psychobgist 

whom he would particularly welcome as therapist.) PV g ’ 

J? PUt * ™st succinctly when he described his MDR (minimum daily 
ZTeT™ 1 ' ^ ttme * beC3me Ciear t0 the *at the identity 

Ability SURP ^ WaS i lta ' t0 Ed ~ far ‘ CSS relevanl lhan Its depend- 

Thus evolved the first phase of the group therapy process: the display of 
interpersonal pathology. Ed did not relate to others so much as he used them 
as equipment, as objects to supply his life needs. It was not long before he had 
recreated in the group his habitual-and desolate-interpersonal universe: he 
was cut orf from everyone. Men reciprocated his total indifference: women in 
general, were d.sindined to service his MDR. and those women he especially 
craved were repulsed by his narrowly sexualized attentions 


THE SOCIAL MICROCOSM- 
A DYNAMIC INTERACTION 

There is a rich and subtle dynamic Interplay bauveen the group member and 
the group environment. Members shape their own microcosm, which In turn 
pulls characteristic defensive tehavlor from each. The more spemaneous 
nreracnon them ,s. me more rapid and authentic will be the development ol 
the social microcosm. And rhar In lum increases the likelihood that the central 
problematic Issues ol all the members will be evoked and addressed. 

or !a,' X K, mPl H Na " Cy ’ * y0 ™ 8bc " d ' rline enlered the group because 

of a disabling depression, a subjective state of disintegration, and a tendency 
0 develop panic when left alone. All of Nancy’s symproms had been Inrensl- 
fled by the threatened breakup of the small commune in which she lived. She 
had o „ 8 been sensitized to the breakup of nuclear units; as a child she had 
felt it was her task to keep her volatile family together, and now as an adult 

hJ.ZT ,™ aSV ,h ” w "' n sh « mm,ed die various factions among 
her relations would be permanently reconciled. 

How were Nancy’s dynamics evoked and worked through in the social 
microcosm of the group? Slowly! It took time for these concerns to manifest 
themselves. At first, sometimes for weeks on end. Nancy would work comfort¬ 
ably on important but minor conflict areas. But then, certain events in the 
group would fan her major, smoldering concerns into anxious conflagration 
For example, the absence of a member would unsettle her. In fact, much later,’ 
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Only two hours, and yet he could not do iti He delayed until the allowed 
time had practically expired and. with only one day remaining, informed the 
group about the deadline and lamented the cruelty of his personal demon, 
procrastination. Everyone in the group, including the therapists, experienced a 
strong desire to sit Leonard down, possibly even in one's lap, place a pen 
between his fingers, and guide his hand along the application form. One 
patient, the most mothering member of the group, did exactly that: she took 
him home, fed him, and schoolmarmed him through the application form. 

As we began to review what had happened, we could now see his procrasti¬ 
nation for what it was: a plaintive, anachronistic plea for a lost mother. Many 
things ther. fell into place, including :he dynamics behind Leonard's depres¬ 
sions (another even more desperate plea for love), alcoholism, and compulsive 
overeating. 

The idea of the social microcosm Is, I believe, sufficiently clear, if the group is so 
conducted fhot the members c an behave In an unguarded, unself<onscious man¬ 
ner, they will, most vividly, recreate and display their pathology in the group. Fur¬ 
thermore. in the in vivo drama of the group meeting, the trained observer has a 
unique opportunity' to understand the dynamics of each patient’s behavior. 


RECOGNITION OF BEHAVIORAL PATTERNS 
IN THE SOCIAL MICROCOSM 

If therapists are to turn the social microcosm to therapeutic use. they must first 
learn to identify the patients' recurrent maladaptive interpersonal patterns. In 
the incident involving Leonard, the therapist's vital due was the emotional 
response of members and leaders to Leonard’s behavior. These emotional 
responses are valid and Indispensable data: they should not be overlooked or 
underestimated. The therapist or other group members may feel angry toward 
a member, or exploited, or sucked dry, or steamrollered, or intimidated, or 
bored, or tearful, or any of the infinite number of ways one person can feel 
toward another. 

These feelings represent data—a bit of the truth about the other person— 
and should be taken seriously by die therapist. If the feelings elicited in oth¬ 
ers are highly discordant with the feelings that the patient would like to 
engender in others, or if the feelings aroused are desired, yet inhibit growth 
(as in the case of Leonard), then therein lies an important part of the 
patient's problem. It is to this phenomenon that the therapist should direct 
attention. 

There are many complications inherent In this thesis. Some critics might 
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say that a strong emotional response is often due to pathology not of the sub¬ 
ject but of the respondent. If, for example, a self-confident, assertive man 
evokes strong feelings of fear, intense envy, or bitter resentment in another 
man, we can hardly conclude that the response Is reflective of the former's 

pathology. . 

Thus the emotional response of another member is not sufficient; therapists 
need confirmatory evidence. They look for repetitive patterns over time and for 
multiple responses—that is, the reactions of several other members (referred to 
as consensual validation) to the individual. And most of all, therapists rely on 
the most valuable evidence of all: their own emotional responses. 

But. the same critics might say. “How can we be sure the therapists' reac¬ 
tions are 'objective? Surely therapists also have their blind spots, their own 
areas of interpersonal conflict and distortion.” I will address this issue fully in 
later chapters on training and on the therapists tasks and techniques, but for 
now note only that this argument is a powerful reason for therapists to know 
themselves as fully as possible. Thus it Is incumbent that the neophyte group 
therapist embark on a lifelong journey of self-exploration, a journey that 
includes both individual and group therapy. 

None of this Is meant to imply that therapists should not take seriously the 
responses and feedback or all patients, including those who are highly dis¬ 
turbed. Even the mosi exaggerated, irrational responses contain a core of real¬ 
ity. Furthermore, the disturbed patient may be a valuable, accurate source of 
feedback at other times (no individual Is highly conflicted in every area). 
Lastly, of course, an idiosyncratic response contains much information about 
the respondent. 

This final point constitutes a basic axiom for the group therapist. Not infre¬ 
quently, members of a group respond very differently to the same stimuli. An 
incident may occur in the group that each of seven or eight members per¬ 
ceives, observes, and interprets differently. One common incident and eight dif¬ 
ferent responses —how can that be? There seems only one plausible explana¬ 
tion; them arc eight different inner worlds■ Splendid! After all. the aim of 
therapy is to help patients understand and alter their Inner worlds. Thus, 
analysis of these differing responses is a royal road—a via regia—Into (he inner 
world of the group member. 

For example, consider the first illustration offered in this chapter, the group 
containing Valerie, a flamboyant, controlling member. According to their inner 
worlds, the group members responded very differently to her, ranging from 
obsequious acquiescence to lust and gratitude to impotent fury or effective 
confrontation. 

Or, again, consider certain structural aspects of the group meeting; mem¬ 
bers have markedly differing responses to sharing the group's or rhe therapist's 
attention, to disclosing themselves, to asking for help or helping others. 
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Nowhere are such differences more apparent than In the transference—the 
members' responses to Ihe leader: the same therapist will be experienced by 
different members as warm, cold, rejecting, accepting, competent, or bum¬ 
bling. 


THE SOCIAL MICROCOSM—IS IT REAL? 

I have often heard group members challenge the veracity of the social micro¬ 
cosm. They may claim that their behavior in this particular group is atypical, 
not at all representative of their normal behavior. Or that this is a group of 
troubled individuals who have difficulty perceiving them accurately. Or even 
that group therapy is not real; It is an artificial, contrived experience that dis¬ 
torts rather than reflects one’s real behavior. To the neophyte therapist, these 
arguments may seem formidable, even persuasive, but they are in fact truth- 
distorting. In one sense, the group Is artificial: members do not choose their 
friends from the group; they are not central to one another; they do not live, 
work, or eat together; though they relate in a personal manner, their entire 
relationship consists of meetings in a professional’s office once or twice a 
week; and the relationships are transient—the end of the relationship is built 
into the social contract at the very beginning. 

When faced with these arguments, I often think of Earl and Marguerite, two 
patients in a group I led long ago. Earl had been a member of the group for 
four months when Marguerite was introduced. They both blushed to see each 
other since, by chance, they had only a month previously gone on a Sierra 
Club camping trip together for a night and been 'intimate.” Neither wanted to 
be in the group with the other. To Earl, Marguerite was a foolish, empty girl, “a 
mindless piece of ass," as he was to put It later in the group. To Marguerite, 
EarJ was a dull nonentity, whose penis she had made use of as a means of 
retaliation against her husband. 

They worked together in the group once a week for about a year. During 
that time, they came to know each other intimately in a fuller sense of the 
word: they shared their deepest feelings; they weathered fierce, vicious battles; 
they helped each other through suicidal depressions: and, on more than one 
occasion, they wept for each other. Which was the real world and which the 
artificial? 

The point is that the group can be far more real than the world out there. 
The group attempts to identify and eliminate social, prestige, or sexual games; 
members go through vital life experiences together; the reality-distorting 
facades are doffed as members try hard to be honest with one another. How 
many times have l heard a group member say, “This is the first time I have 
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ever told this to anyone"? These people are not strangers. Quite the contrary, 
they know one another deeply and fully. Yes. it is true that members spend 
only a small fraction of their lives together. But psychological reality ts not 
equivalent to physical reality. Psychologically, group members spend infinite y 
more time together than the one or two meetings a week when they physically 
occupy the same office. 


OVERVIEW 

Let me now return to the primary task of this chapter: to define and describe 
the therapeutic factor of interpersonal learning. All the necessary premises 
have been posited and described in this discussion of: 

1 . The importance of interpersonal relationships 

2. The corrective emotional experience 

3. The group as a social microcosm. 

I have discussed these components separately, Now, if we recombine them 
into a logical sequence, the mechanism of interpersonal learning as a thera¬ 
peutic factor becomes evident: 

I. Psychological symptomatology emanates from disturbed interpersonal 
relationships. The task of psychotherapy is to help the patient learn how to 
develop distortion-free, gratifying interpersonal relationships. 

II. The psychotherapy group, provided its development is unhampered by 
severe structural restrictions, evolves into a social microcosm, a miniaturized 
representation of each patient’s social universe. 

III. The group members, through feedback from others and self-observation, 
become aware of significant aspects of their interpersonal behavior: their 
strengths, their limitations, their interpersonal distortions, and the maladaptive 
behavior that elicits unwanted responses from other people. The patient, who 
will often have had a series of disastrous relationships and subsequently suf¬ 
fered rejection, has failed to learn from these experiences because others, 
sensing the person’s general insecurity and abiding by the rules of etiquette 
governing normal social interaction, have not communicated the reasons for 
rejection. Therefore, and this is important, patients have never learned to dis¬ 
criminate between objectionable aspects of their behavior and a self-concept as a 
totally unacceptable person. The therapy group, with its encouragement of 
accurate feedback, makes such discrimination possible. 
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IV. In the therapy group, a regular interpersonal sequence occurs: 

A. Pathology display: the member displays his or her behavior. 

B. Through feedback and self-observation, patients 

1. Become better witnesses of their own behavior 

2. Appreciate the impact of that behavior upon 

a. the feelings of others 

b. the opinions that others have of them 

c. the opinions they have of themseives. 

V. The patient who has become fully aware of this sequence also becomes 
aware of personal responsibility for it: each individual is the author of his or 
her own interpersonal world. 

VI. Individuals who fully accept personal responsibility for the shaping of 
their interpersonal world may then begin to grapple with the corollary of this 
discovery: tf they created their social-relational world, then they have the power 
to change it. 

VII. The depth and meaningfulness of these understandings ate directly pro¬ 
portional to the amount of affect associated with the sequence. The more real 
and the more emotional an experience, the more potent is its impact; the more 
distant and intellectualized the experience, the less effective Is the learning. 

VIII. As a result of this group therapy sequence, the patient gradually changes 
by risking new ways of being with others. The likelihood that change will occur 
is a function of 

A. the patient’s motivation for change and the amount of personal dis¬ 
comfort and dissatisfaction with current modes of behavior 

B. the patient's involvement in the group—that is, how much the patient 
allows the group to matter 

C. the rigidity of the patient’s character structure and interpersonal style. 

IX. Once change, even modest change, occurs the patient appreciates that 
some feared calamity, which had hitherto prevented such behavior, has been 
irrational: this new behavior has not resulted in such calamities as death, 
destruction, abandonment, derision, or engulfment. 

X. The social microcosm concept is bidirectional: not only does outside 
behavior become manifest in the group but behavior learned in the group Is 
eventually carried over info the patient's social environment, and alterations 
appear in patients' interpersonal behavior outside the group. 

XI. Gradually an adaptive spiral is set in motion, at first inside and then out¬ 
side the group. As a patient's interpersonal distortions diminish, his or her abil¬ 
ity to form rewarding relationships is enhanced. Social anxiety decreases; self¬ 
esteem rises: the need for self-concealment diminishes. Others respond 
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positively to this behavior and show more approval and acceptance of the 
patient, which further increases self-esteem and encourages further change. 
Eventually the adaptive spiral achieves such autonomy and efficacy that pro¬ 
fessional therapy is no longer necessary. 

Each of the steps of this sequence requires different and specific facilitation 
by the therapist. At various points, for example, the therapist must offer spe¬ 
cific feedback, encourage self-observation, clarify the concept of responsibility, 
exhort the patient into risk taking, dlsconflrm fantasized calamitous conse¬ 
quences, reinforce the transfer of learning, and so on. Each of these tasks and 
techniques will be fully discussed in chapters 5 and 6. 


TRANSFERENCE AND INSIGHT 

Before concluding the examination of interpersonal learning as a mediator of 
change, 1 wish to call attention to two concepts that deserve further discus¬ 
sion. Transference and insight play too central a role in most formulations of 
the therapeutic process to be passed over lightly. 1 rely heavily on both of 
these concepts in my therapeutic work and do not mean to slight them. What 1 
have done in this chapter is to embed them both into the factor of interper¬ 
sonal learning. 

Transference Is a specific form of interpersonal perceptual distortion. In indi¬ 
vidual psychotherapy, the recognition and the working through of this distor¬ 
tion is of paramount importance- In group therapy, working through interper¬ 
sonal distortions is, as we have seen, of no less Importance; however, fhe range 
and varictyofdtstortions are considerably greater. Working through the transfer- 
ence—that is, the distortion In the relationship to the therapist—now becomes 
only one of a series of distortions to be examined in the therapy process. 

For many patients, perhaps for the majority, it is the most important rela¬ 
tionship to work through since the therapist is the personification of parental 
images, of teachers, of authority, of established tradition, of incorporated val¬ 
ues. But most patients are also conflicted in other interpersonal domains: for 
example, power, assertiveness, anger, competitiveness with peers, intimacy, 
sexuality, generosity, greed, envy. 

Considerable research emphasizes the importance many members place on 
working through relationships with other members rather than with the leader.” 
To take one example, a team of researchers asked members, in a twelve-month 
follow-up of a short-term crisis group, to indicate the source of the help each had 
received. Forty-two percent felt that the group members and not the therapist 
had been helpful, and 28 percent responded that both had been of aid. Only S 
percent stated that the therapist alone was a major contributor to change* 
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This corpus of research has important implications for the technique of the 
group therapist: rather than focusing exclusively on the patient-therapist rela¬ 
tionship, therapists must facilitate the development and working-through of 
interactions among members. 1 will have much more to say about these issues 
in chapters 6 and 7. 

Insight defies precise description; it is not a unitary concept. I prefer to 
employ it in the general sense of “sighting inward"—a process encompassing 
clarification, explanation, and derepression. Insight occurs when one discov¬ 
ers something important about oneself—about one's behavior, one’s motiva¬ 
tional system, or one’s unconscious. 

In the group therapy process, patients may obtain insight on at least four 
different levels: 

l Patients may gain a more objective perspective on their interpersonal pre¬ 
sentation. They may for the first rime learn how they are seen by other 
people: as tense, warm, aloof, seductive, bitter, arrogant, pompous, obse¬ 
quious. and so on. 

2. Patients may gain some understanding into their more complex interac¬ 
tional patterns of behavior. Any of a vast number of patterns may become 
clear to them: for example, that they exploit others, court constant admi¬ 
ration, seduce and then reject or withdraw, relentlessly compete, plead for 
love, or relate only to the therapist or to the men or the women members. 

3. The third level may be termed motivational Insight. Patients may learn 
why they do what they do to and with other people. A common form this 
type of insight assumes is learning that one behaves in certain ways 
because of the belief that different behavior would bring about some cat¬ 
astrophe: one might be humiliated, scorned, destroyed, or abandoned. 
Aloof, detached patients, for example, may understand that they shun 
closeness because of fears of being engulfed and losing themselves; com¬ 
petitive, vindictive, controlling patients may understand that they are 
frightened of their deep, insatiable cravings for nurturance; timid, obse¬ 
quious individuals may dread the eruption of their repressed, destructive 
rage. 

4. A fourth level of insight, genetic Insight, attempts to help patients under¬ 
stand how they got to be the way they are. Through an exploration of 
personal developmental history, the patient understands the genesis of 
current patterns of behavior. The theoretical framework and the language 
in which the genetic explanation is couched are. of course, largely depen¬ 
dent on the therapist's school of conviction. 

I have listed these four levels in the order of degree of inference. An unfor¬ 
tunate and long-standing conceptual error has resulted, in part, from the ten- 
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dency to equate a “superficial-deep” sequence with this “degree of Inference" 
sequence. Furthermore, deep has become equated with “profound" or “good,” 
and superficial with “trivial,” "obvious,” or “inconsequential.” Psychoanalysts 
have disseminated the belief that the more profound the therapist, the deeper 



